Purpose To examine the feasibility, acceptability, and efficacy of online supportive care interventions targeting prostate cancer survivors (PCS). Methods Studies were identified through structured searches of PubMed, Embase and PsycINFO databases, and bibliographic review. Inclusion criteria were (1) examined feasibility, acceptability, or efficacy of an online intervention designed to improve supportive care outcomes for PCS; (2) presented outcome data collected from PCS separately (if mixed cancer); and (3) evaluated efficacy outcomes using randomized controlled trial (RCT) design. Results Sixteen studies met inclusion criteria; ten were classified as RCTs. Overall, 2446 men (average age 64 years) were included. Studies reported on the following outcomes: feasibility and acceptability of an online intervention (e.g., patient support, online medical record/follow-ups, or decision aids); reducing decisional conflict/distress; improving cancer-related distress and health-related quality of life; and satisfaction with cancer care. Conclusion We found good preliminary evidence for online supportive care among PCS, but little high level evidence. Generally, the samples were small and unrepresentative. Further, inadequate acceptability measures made it difficult to determine actual PCS acceptability and satisfaction, and lack of control groups precluded strong conclusions regarding efficacy. Translation also appears minimal; few interventions are still publicly available. Larger trials with appropriate control groups and greater emphasis on translation of effective interventions is recommended. Implications for Cancer Survivors Prostate cancer survivors have a variety of unmet supportive care needs. Using online delivery to improve the reach of high-quality supportive care programs could have a positive impact on health-related quality of life among PCS.
Introduction
Prostate cancer is the most prevalent cancer (excluding nonmelanoma skins cancers) among men in many developed countries around the world [1] . Advances in screening and treatment technology in the past 30-40 years have significantly improved the 5-year survival rate of prostate cancer from around 68% to present rates of over 90% [2] . Though survival rates are high, quality of life (QoL) during survivorship may be poor. Prostate cancer treatment has been associated with numerous physical and psychological short-and long-term side-effects that have a significant impact on QoL [3, 4] . For those men diagnosed with or having developed advanced prostate cancer (with a 5-year survival rate of 29% [5] ), the effects of treatments and dealing with a poor prognosis have even larger affects [6] .
In fact, a large proportion of men with prostate cancer have reported functional and psychosocial supportive care needs; many of which are going unmet [7] [8] [9] . Supportive care needs can be defined as the requirements for care during and after treatments to help manage potential symptoms and side effects, help adaptation and coping, facilitate understanding and inform decision-making, and reduce or minimize functional declines [10] . A recent review examined the supportive care needs of prostate cancer survivors and found some of the most commonly reported are related to intimacy, information, physical, and psychosocial needs [9] . A review of supportive care interventions for men with prostate cancer concluded that interventions with combinations of educational, cognitive-behavioral, communication, and peer support were generally effective among intervention completers [11] . However, only 40% of interventions indicated acceptable mean attendance, and one-quarter of intervention effects were moderated by sociodemographic or psychosocial variables [11] . From a public health point of view, this suggests the need to improve intervention reach and adherence, while also ensuring interventions are sufficiently tailored to address unique needs, which are influenced by individuals' sociodemographic and psychosocial profiles.
It has been suggested that utilizing online delivery of supportive care interventions may help to improve reach, while also allowing for high quality tailored care at a low cost [12] [13] [14] [15] . Firstly, online delivery allows anonymity. This means men are able to share their feelings or experience without fear of being emasculated [16] [17] [18] . It also allows men to benefit from observing discussions of others if they are not interested in active participation [19, 20] . Secondly, online delivery can provide increased access to a multidisciplinary team of health professionals, without the need to leave home. This may be especially important for those living in rural or remote areas, where access to urban treatment centers can be difficult. Online delivery also affords the convenience of participation at any time of day allowing patients to access care outside of regular office hours [21, 22] . Finally, compared with other distance-based approaches (e.g., print-materials, DVDs, telephone calls), online approaches have the capacity to provide not only high-quality content, but also highly tailored content. This, in addition to opportunities for interaction with others and tools designed to support selfmanagement and decision-making [23] favors online delivery.
Recent reviews have begun to examine the utility of technology and online delivery in follow-up and supportive care interventions for cancer survivors [12, 13, 15] . While results have been promising, the utility of online interventions for supporting men with prostate cancer remains somewhat unclear. To date, reviews have focused on mixed cancer samples only, and have not explored cancer type as a moderator or reported prostate cancer specific results. This limits conclusion regarding the acceptability, feasibility, and efficacy of online supportive care interventions among men with prostate cancer, especially given that breast cancer survivors are typically over represented. For example, recent reviews examined the types and efficacy of online interventions that reported QoL or QoL-related health outcomes and the effect of eHealth in physical activity promotion among various cancer survivor groups [15, 24] . McAlpine and colleagues advocate for multidimensional interventions that incorporate methods for educating participants and allowing participants to interact with each other and health care providers [15] . However, of the 14 studies they identified, only two reported results for prostate cancer survivors [25, 26] and the review omitted any descriptive feasibility and user acceptance (satisfaction) data that was included in the studies. To inform the development and or dissemination of online supportive care interventions targeting men with prostate cancer a detailed synthesis of the prostate cancer specific research is warranted.
This review aims to examine the feasibility, acceptability, and efficacy of online supportive care interventions targeting prostate cancer survivors. For the purpose of this review, online supportive care interventions are defined as interventions delivered via the internet (e.g., using a website, tablet, or mobile app) with the aim of meeting the informational, emotional, spiritual, social, and/or physical needs of patients during their diagnostic, treatment, or follow-up phase [27] . Patients are considered prostate cancer survivors if they have ever received a prostate cancer diagnosis. This includes those who are on active surveillance, those treated with curative intent and living disease free and those living with advanced prostate cancer. As the main aim of this review is to examine the potential of online interventions for delivering supportive care in any form, we have purposefully not targeted a specific stage of disease or treatment.
Method
The protocol for this review was registered a priori with PROSPERO (ID CRD42017056319). The conduct and reporting of the review adheres to the Preferred Reporting Items for Systematic Reviews and Meta-analyses guidelines [28] . A standardized form (based on ERC Cochrane template for intervention reviews [29] ) was used to extract and review all data. A copy of the form is available via our open science framework page (http://osf.io/unj5m).
Eligibility criteria
Inclusion and exclusion criteria were established a priori before conducting database searches. Studies were eligible for inclusion if they (1) examined the feasibility, acceptability, or efficacy of at least one online intervention designed to improve supportive care outcomes for prostate cancer survivors as a major part of the study; (2) presented outcome data collected from prostate cancer survivors only; and (3) evaluated efficacy outcomes using a randomized trial and/or feasibility/ acceptability using a single-arm or randomized trial design. Studies were excluded if (1) they included mixed samples (e.g., survivors and caregivers, or survivors of mixed cancer types) and did not report study outcomes specifically for prostate cancer survivors; (2) the intervention being evaluated was targeted primarily at clinicians or caregivers rather than prostate cancer survivors; (3) findings were only explored using qualitative research methods; (4) findings were published in any language other than English; or (5) if findings were available as a conference abstract only.
Search strategy
Studies were primarily identified through a structured search of all publication years (until April 6, 2017) in the following electronic databases: PubMed, Embase, and PsycINFO. The search strategy was developed in consultation with a specialist librarian at the University of Adelaide. Mesh terms in PubMed and equivalent terms in other databases were identified and used to search for all key concepts. Searches restricted to abstract and title were also undertaken for selected keywords. Boolean logic was used to combine the terms. The search strategy was piloted and refined in each database to achieve a balance between sensitivity (identifying high numbers of relevant articles) and specificity (identifying a low number of irrelevant articles) [30] . As a result, in PubMed and Embase, search terms relating to prostate cancer AND ehealth AND intervention evaluation AND supportive care outcomes were searched. Whereas, in PsycINFO, only terms related to prostate cancer AND ehealth AND intervention evaluation were searched. The search terms used for each database are detailed in additional file 1. The database searches were conducted by a single author (CES). In addition to the database search, endnote libraries of authors were reviewed and citation chaining was employed to identify additional articles of interest [30] .
Study selection
All articles identified through the databases and hand searches were imputed into a citation manager. Duplicate records were then counted and removed. Two authors (CES and CF) independently screened all articles against the inclusion and exclusion criteria using a standardized form [29] , taking title, abstract, and full-text into account. Any disagreements were discussed and resolved by consensus.
Data extraction
A data extraction form was developed by the research team to extract information about the study setting, participant characteristics, study design, intervention characteristics, data collection methods, and findings relating to feasibility, acceptability, and efficacy of the intervention. Feasibility and acceptability data was extracted for all included studies were reported. Efficacy data was only extracted for randomized trials. In cases where pilot data and definitive RCT data were both available (and focused on the same outcomes) only RCT data was extracted. If findings were unclear based on results reported in the manuscript, corresponding authors were emailed and asked to provide clarification.
The extraction form followed a recommended template [29] and was pilot tested by two reviewers (CF, CES) independently (on three included articles) to ensure it captured all relevant information and was easy to use. Minor changes were made after reviewing the first two articles, and no further changes were considered necessary after reviewing the third article. Data were then extracted using the form by a single reviewer (CF or CES). A second reviewer randomly selected four articles (i.e., 25%) and reviewed the data extracted (CF or CES). As there were no discrepancies, data extraction by a second reviewer for the remaining articles was considered unnecessary.
Methodological review
Methodological quality was assessed independently by two reviewers (CES and MM or CF and AF) using an existing tool [31] . Minor modifications to the tool were made to reflect current best practice recommendations regarding confounders in randomized trials [32, 33] and practical considerations surrounding blinding in psychological and health service research. Specifically, the risk of bias for confounding was based on whether likely confounders were accounted for at randomization or during data analysis, regardless of differences in participant characteristics at baseline. As blinding is difficult in this area, studies were given a 'moderate' rating by default [34] . Additionally, bias relating to dropout was assessed based on the immediate post-intervention follow-up rather than the final data collection point. This was to ensure that studies containing multiple follow-up points were not systematically rated as more biased compared to studies only reporting immediate post-intervention outcomes. Bias relating to data collection methods was assessed based on the primary outcome of interest for randomized controlled trials and for the main acceptability outcome measure for all other designs. All discrepancies were resolved by consensus.
Outcomes
The following study integrity and recruitment feasibility outcomes were assessed: (1) the number of participants to enter the study, (2) reported recruitment obstacles, (3) representative samples, (4) if the intervention was implementation as intended, and (5) cost of implementation. Acceptability outcomes assessed included (1) intervention adherence rates; (2) assessments of participant engagement, acceptability, and appeal; (3) any intervention burden; and (4) number of adverse events. As with previous research, a 40% recruitment rate, 70% retention rate, and a 70% average attendance rate were deemed acceptable cut-points to assess feasibility [11, 35] . Outcomes relating to efficacy were varied and depended on the focus of the intervention. In each case, the change in supportive care outcome relative to the comparison group was reported. Efficacy outcomes were reported for randomized controlled trials (RCTs) only. Current availability of online interventions was determined by visiting the study URL, if included in the study, or by web search.
Results

Study selection
A flowchart of the study selection process is presented in Fig. 1 . A total of 1269 publications were identified from all sources. After removal of duplicates, 1089 titles and abstracts were screened, of which 64 were included in the full-text review. Of those, 16 studies were identified as eligible and included in full data extraction for this review.
Risk of Bias
Findings from the methodological review are presented in Table 1 . Based on assessments from two reviewers, two of the studies [36, 37] received a global rating of Bstrong,^eight of the studies received a global rating of moderate [26, 35, 38-40, 43, 45, 48] , and six received a global rating of Bweak [ 25, 41, 42, 44, 46, 47] . Studies with a weak rating tended to be small-sample single-arm studies designed to obtain preliminary insights into feasibility and acceptability.
Study characteristics
This review included 16 primary study papers [25, 26, [35] [36] [37] [38] [39] [40] [41] [42] [43] [44] [45] [46] [47] [48] and a further 16 associated papers describing pilot studies, evaluations, and prior research that informed the primary papers [12, 15, [49] [50] [51] [52] [53] [54] [55] [56] [57] [58] [59] [60] [61] . Included studies were conducted in six different countries (11 in USA [25, 35-37, 40-43, 45-47] , one each in Australia [48] , Canada [39] , France [38] , Germany [44] , and Norway [26] ). Ten of the 16 studies were classified as RCTs [25, 26, 35-37, 40, 41, 45, 47, 48] ; however, one did not report any efficacy outcomes [41] . The remainder comprised of pre/post-test cohorts [39, 42, 43, 46] , and a single study using a two-group quasi-experimental design [44] and one single group evaluation [38] . Study duration ranged from less than 1 h to 1 year.
Fifteen studies exclusively targeted men with prostate cancer [25, [35] [36] [37] [38] [39] [40] [41] [42] [43] [44] [45] [46] [47] [48] ; one study included both breast and prostate cancer examined separately [26] . The total number of men with prostate cancer in all studies was 2446. Eleven studies included men with localized prostate cancer [36-43, 45, 46, 48] , one with advanced/metastatic disease [35] , and four were either unknown or did not report stage information [25, 26, 44, 47] . Treatment types reported were active surveillance [43] , surgery [26, 38, [44] [45] [46] [47] [48] , radiotherapy [26, 45, 46, 48] , hormone therapy [26, 35] , and not yet had treatment [36, 37, [39] [40] [41] [42] ; one study did not report treatment type [25] . Detailed information on the study characteristics can be found in Table 2 .
Intervention characteristics
Six of the evaluated studies were one-time interventions designed to improve knowledge and reduce decisional conflict prior to clinician visits [36, 37, [39] [40] [41] [42] . Two interventions were designed to replace office visits; one 1-time Bvideo visitŵ ith the urologist [47] and one online medical record intervention, where patients could review their record and report symptoms for their doctor to review [38] . One 5-week intervention aimed to reduce uncertainty and increase self-care management among men during active surveillance [43] . Another 5-week intervention had men participate in one counseling session per week with the purpose of improving mental health [44] . An 8-week intervention for couples was designed to increase symptom management and communication skills [46] . A number of interventions aimed to improve one or more aspects of QoL and reduce distress; one 6-weeks [25] , two 10-weeks [35, 48] , one 12-weeks [45] , one 1-year in length [26] .
All interventions used some form of targeted or tailored education [25, 26, [35] [36] [37] [38] [39] [40] [41] [42] [43] [44] [45] [46] [47] [48] , nine had expert involvement in the form of feedback or counseling [26, 35, 38, [43] [44] [45] [46] [47] [48] , three had interactive exercises or homework to complete [45, 46, 48] , three had self-tracking for symptoms which would be evaluated by a health care practitioner [26, 38, 47] , seven had aspects of social support in the form of chat groups, communication skill building, or videos [25, 26, 38, 41, 43, 46, 47] , seven taught stress reduction or coping techniques [35-37, 41, 43, 45, 46, 48] . The majority were website-based interventions with one study using video conference to deliver the study instead [47] , one incorporating CD-ROM options [41] , and one delivered specifically via tablet using video conference [35] . Very few studies specified following a theory or framework when developing their interventions. Two studies indicated self-regulation theory guided them [40, 41] and two others indicated they structured the intervention following Cognitive Behavior Therapy frameworks [35, 48] . 
Feasibility and acceptability
Based on previous research among cancer patients [11, 35] , six studies did not meet acceptable recruitment rates of 40% [25, 35, 38, 44, 45, 47] , while three did not meet acceptable retention rates of 70% [43] [44] [45] . The average recruitment rate of 15 studies was 54% (ranging from 5 to 95%); one study did not report a response or recruitment rate [45] . The average overall retention rate was 78% (ranging from 31 to 100%). Of the 16 studies included, 9 reported a recruitment goal [26, 35-37, 41, 43, 44, 47, 48] , of which 3 studies indicated meeting their goal [26, 37, 47] . Seven studies reported problems with recruitment [25, 36, 41, 43, 44, 46] . Potential reasons for recruitment issues were reported to be having a small number of men to sample from within a urological practice [43] , too stringent eligibility criteria [25] , wariness of technology [25, 44] , burden of time commitment at stressful time [41] , and call center recruitment issues [41] . In addition, one study indicated a large number of participants were lost after baseline measures due to long wait times getting the study started [44] . Few studies made any mention of implementation costs [25, 26, 38] ; only one indicated the monetary cost of implementing the study [38] . Overall, the majority of studies required at least basic administrative time and maintenance on the part of either the researchers or the health care professional. Five studies reported intervention URLs [25, 26, 38, 44, 48] of which two [25, 44] were still active at time of data extraction. Detailed information on study feasibility can be found in Table 2 .
Due to the variety of study designs apparent, intervention adherence was not assessed across all studies. Eight studies reported a percentage of participants that adhered in some way to the study parameters; the average Badherence rate^being 68% [35, 39, 41, 42, [45] [46] [47] [48] . Outcomes of study adherence reported included participation in online sessions or modules [35, 43, 44, 47, 48] , completing Bhomework^or extra modules [35, 45, 46] , using a decision aid to completion [39] , and sharing a decision aid summary page with a health care professional [39] . Usage data collected included time spent on a website, chat group or with a decision aid [35, 41, 44, 46, 59, 61] , number of visits to a program or website [26, 38, 41, 43, 45, 46] , and number of messages sent to health care provider or posted on a forum [26, 38, 48] .
Most studies included one or more general measure of participant satisfaction [25, 35-39, 41, 43, 44, 46] , with most participants reporting they were at least moderately satisfied with the program or intervention. Four studies reported high satisfaction with the quality of their cancer care rather than the intervention itself [40, 42, 46, 47] . One study did not report any satisfaction measures [26] . Four studies indicated that participants reported some kind of technical difficulty [38, 41, 47, 48] , including incorrect data entry [40] , absence of required software [12] , general technical difficulties [41, 47, 61] , and not knowing how to use the software [41] . No adverse events were reported in any study. Detailed information on the acceptability of the programs can be found in Table 3 .
Efficacy
Efficacy outcomes are reported for RCTs only. Outcomes assessed included decisional conflict [36, 37, 40] , QoL [25, 26, 35, 48] , distress [26, 35, 45] , sexual function 
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Pilot study [59] and satisfaction [45] , relationship satisfaction [45] , health care provider visit efficiency [47] , psychological distress [48] , depressive symptoms [26, 35] , social cognitive outcomes [26] , cancer-related symptoms [25] , and treatment preferences [40] . Of the nine RCTs reporting efficacy outcomes, three reported significant improvements in the primary outcome relative to the control [25, 40, 48] . In addition, two reported a significant intervention effect on a subscale of the primary outcome [26, 36] , and one reported significant intervention effects on secondary outcomes [37] . One study reported improvements in the primary outcome among all intervention groups, resulting in no significant difference between groups [45] . Of the remaining studies, three reported no significant intervention effects compared to the control group (which included faceto-face visits in most cases [35, 47] ) and one did not report efficacy data [41] . Detailed information on the efficaciousness of the interventions can be found in Table 4 .
Decision making
Participants who received decision aids were more satisfied with their care and treatment decisions than those receiving standard care [36, 37, [39] [40] [41] [42] . Three studies reported completing decision aids increases in self-reported knowledge, more confidence in their decision, and decreased uncertainty and decisional conflict compared to usual care [36, 37, 40, 41] . Participants that received a decision aid were less likely to be anxious about their decisions [40, 41] . Two studies reported that decision aids reduced distress [40, 41] .
Quality of life
Participants that participated in an online support chat group reported improvements in QoL over time after treatmentrelated declines [25] . Participants that accessed a supportive online intervention reported improvements in QoL measures but not significantly different from the control group [26] .
Access to cognitive behavioral therapy-based intervention only had an improvement in outlook compared to the forum groups. Those in the therapy group with forum access had reductions in regret compared to the forum only group indicating positive impact on PC-related QoL [48] .
Sexual health
Participants that received internet-delivered sexual counseling had similar improvements in erectile function compared to face-to-face counseling [45] with no significant difference between the groups.
Mental health
Participants receiving access to an online supportive care intervention had improvements in depression measures [26] . Those that had access to a cognitive behavior therapy-based intervention had significantly better improvements in psychological distress than those with access to a chat forum only [48] . Another study that delivered cognitive behavioral stress management found no difference in cancer-related distress between groups but a trend toward reduced depressive symptoms in intention-to-treat analyses [35] .
Visit efficiency
Studies that examined using online follow-ups or visits rather than face-to-face were also well received by participants [38, 47] . One study examined the efficiency and cost-effectiveness of video visits with an urologist rather than office visits and found no significant difference in any timing measure between the groups and estimated significantly less cost associated with the video group [47] . One study reported the amount of time for therapists to respond to email queries was less than time taken to conduct traditional therapy sessions [45] . 
Discussion
The aim of this systematic review was to examine the feasibility, acceptability, and efficacy of online supportive care programs for men with prostate cancer. Overall, the results showed that using online delivery can be feasible and acceptable to men with prostate cancer; however, the field is still in its infancy. We found 16 studies that met our criteria among which 10 were randomized controlled trials. The results showed trends toward the programs being efficacious; however, among these trials, few were large enough to make meaningful conclusions on the efficacy of online supportive care programs, and selection bias was a consistent issue. Though the average recruitment rate was 54%, only three of seven studies reporting recruitment goals met their goals. Recruitment is often a challenge in research studies among cancer survivors, particularly those targeting men [12, 62] . Collaborating with other centers to conduct multicenter trials may help to improve this to some extent. As well as increasing the recruitment pool, this may also help to recruit more representative samples, by ensuring participants are recruited from different geographical locations [63] . Another option would be to use multimodal recruitment strategies, such as social media ads combined with clinic-based recruitment as this has been shown to have similar advantages [26, 48] . As the majority of studies reviewed in this paper suffered from selection bias it is likely that the included sample is not entirely representative of the intended target group. Acceptability and efficacy findings should be interpreted with this in mind. In this sense, these results indicate that using online delivery for supportive care programs is feasible and acceptable, at least in some sub-groups of men with prostate cancer. Despite the growing body of literature investigating online methods of providing patient support, we found only 16 studies met our inclusion criteria. There was little research among men with prostate cancer despite there being evidence of interest in supportive care programs among this population [16, 64, 65] . Furthermore, a large portion of the studies were testing decision aids for men who had localized prostate cancer and were yet to have any treatment. As one study points out, guidelines from the American Urological Association indicate that shared decision making is an important component of treatment counseling for men with localized disease [37] . These aids were seen as beneficial for men in increasing their knowledge about prostate cancer treatments and what treatment may be right for them, thereby reducing decisional conflict and regret. Only one study focused on men with advanced prostate cancer [35] . This restricts the generalizability of the conclusions to men with less severe forms of cancer.
While assisting men with prostate cancer to make informed treatment decisions is an important area of research, there are aspects of cancer care that have yet to be comprehensively addressed in this population. One area that warrants further attention in particular is the delivery of behavior change support. The studies included in this review focused mainly on psychological aspects of well-being, such as reducing distress, improving stress management and communication skills, and relationship satisfaction. However, activity levels, diet, and sleep behavior also impact QoL (both overall and disease specific) across the cancer continuum [66] [67] [68] [69] [70] . Structured exercise and physical activity in general have been shown to counteract prostate cancer related treatment toxicities, reduce disease progression in those with early stage disease, as well as improve psychosocial outcomes, and increase men's sense of empowerment and control [69] [70] [71] [72] . Additionally, online programs targeting physical activity and diet have been shown to be efficacious in other groups of cancer survivors [73] . It may be the case that interventions which encourage behavior change, such as physical activity, diet, and/or sleep, may be more effective and appealing to men than traditional psychological support, given that the outcomes (particularly those associated with exercise) often align with traditional masculine values [70] . However, additional high-quality research, particularly in prostate cancer, which assesses these outcomes objectively and longitudinally are required to not only establish their efficacy in targeting behavior change, but also supportive care needs [24, 73] .
Summarizing results was difficult among the included studies as even those that focused on similar outcomes had measured or reported them differently. In addition, reporting of methods was lacking in many of the studies. As noted in Table 1 that summarizes the methodological review, only one study received a strong rating, five ranked weak and the remaining ten were ranked moderate. In order to grow this area of research, methods need be rigorously documented, as previous reviews have suggested [12, 14, 15, 62] . Lessons learned from previous research can greatly impact the body of literature by ensuring future studies build on what has been done previously.
While this study has been the first to summarize online supportive care interventions for men with prostate cancer, there are some study limitations that need to be mentioned. We understand that including only studies published in English reduced potential access to the total number of globally published studies. Furthermore, this study contained a high proportion of one-time clinical treatment decision support tools, and most studies had small samples or were pilot trials. This reflects the lack of variety of studies available, likely due to the infancy of this field and known issues with recruitment. Strengths of this study include a-priori protocol registration, the use of a standardized data-extraction form, the depth and range of data extracted, and synthesized and corroboration and consensus between a number of researchers during the data extraction and bias tool implementation. This allowed balanced assessments in which studies were fairly examined during the extraction and quality assessment stages of the review.
Aligned with previous research, we see a need for rigorous study development and reporting [11] . Methodological quality was generally weak mainly due to underreporting of methods. In order to build on or replicate results, clear description of the intervention components is necessary. Additionally, future research should ensure usage and adherence of individual intervention components are well reported. The majority of studies in this review included patients with localized disease. To address these research gaps, more focus should be on men with advanced disease and their specific supportive care needs.
Online supportive care may be particularly useful for clinicians as both decision aids and as a tool for patient follow-up. Many decision aids were able to be completed while waiting for a clinician or at home before an appointment. This allows men time to thoroughly examine the information and by sharing a report with their clinician, be more involved in the decision-making. For clinicians, this means less time devoted to treatment explanation in appointments and an increased feeling of shared decision making. Additionally, more than one study indicated that using online methods of follow-up, when possible, was just as efficient as office visits [25, 38, 47] . Clinicians spent the same, or fewer, minutes interacting with patients with no perceived reduction in quality of care. These methods may be more cost-effective for both clinicians and patients.
This review provides preliminary evidence in modest support of online supportive care programs for men with prostate cancer. Our conclusions are limited by the small number and weak methodological quality of studies found. A consistent call for well-documented, rigorously conducted studies has been noted in previous reviews and is echoed here. 
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